Results of the fifth quinquennial survey of the patients of Glenside Hospital, Bristol, when compared with five yearly surveys over the past 20 years, show that the "rundown" of the hospital continues. There is still an accumulation of long-stay patients, mainly for non-medical reasons. They remain in hospital because of the failure to provide community facilities adequate to their needs.
Introduction
Cooper and Early' reviewed the 1960 population of Glenside Hospital, Bristol, "with particular reference to the need for accommodation and outside employment." A schedule of 34 items was completed on each patient who had, on the day of the survey, been continuously in hospital for three months. Information obtained from individual case notes and records of visits, by discussion and questioning nursing staff, by reference to central hospital records, and by interviewing patients whenever necessary was then processed for analysis. The Glenside Hospital population has been surveyed at five-yearly intervals since 1960, the same technique being applied on each occasion.2 The present survey adopted precisely the same method as previously with a slight modification to the original questionnaire by the addition of a category of "chair-bound" to the heading "mobility."
Results and comparison with previous surveys: On 1 January 1980 there were 416 patients (205 men, 211 women) in hospital. In 20 years the hospital population had dropped from 1012-a fall of 59% (table I) .
The total number of patients (17) 1975 1980 1975 1980 1975 1980 1975 1980 1975 1980 The psychiatric hospital requirements indicate rising numbers of aged patients with fewer patients considered fit for discharge even to supervised after-care (table VIII) .
Discussion
The hospital population has fallen by 596 in 20 years-that is, by 30 patients a year. Of the 416 patients surveyed 17 (4%) are detained. Although this is a small number (it does not include those on short orders), there is a considerably higher number of women detained (7) than there was in 1975 (2) . The rise in the number of detained patients may be partly accounted for by the appointment in 1975 of a consultant psychiatrist with a special interest in forensic psychiatry. This fact may also be responsible for the rise in the number of patients with a known, history of criminal acts from 23 
The demands of the demented, non-mobile patient require more nurses, the psychogeriatric wards being staffed to a higher ratio than the general psychiatric wards (1:1-5 compared with 1:2-5). The psychiatric hospitals are probably contributing more than their share to the care of the elderly who should be cared for in geriatric hospitals. Our geriatric patients absorb a disproportionate amount of psychiatric nursing resources.
Nurses and State-enrolled-nurses with general training are capable of caring for geriatric patients. We would argue that it is a misuse of scarce psychiatrically trained nursing personnel to divert them from using their skills in rehabilitation, forensic, and other psychiatric services. Patients, therefore, remain in hospital through lack of rehabilitation facilities or in special hospitals or in prisons for want of trained staff to treat them in psychiatric hospitals. ACCOMMODATION Schizophrenic patients Fifty-three patients (36 men, 17 women) were considered fit for supervised after-care, while eight (5 men, 3 women) were deemed capable of living in unsupervised after-care accommodation.
Others
Of patients with affective illness 13 (3 men, 10 women) required supervised after-care and two unsupervised accommodation, while three patients with epilepsy (2 men, 1 woman) and nine (3 men, 6 women) with personality disorders required supervised conditions. One man with affective disorder, one woman with personality disorder, and two (1 man, 1 woman) with other psychoses required unsupervised accommodation. In 1960 Cooper and Early' considered that 31% of the hospital population required supervised or unsupervised accommodation. Today's proportion is 23%-an unacceptably high figure 20 years after the Mental Health Act (1959) . The numbers are, of course, much smaller today (1012 surveyed in 1960 compared with 416 in 1980), but the increase in community-based treatment of schizophrenia represented in these figures places an increasing strain on the families of patients. The failure of local authorities to carry out their statutory responsibilities under the Act has meant that only the development of hospital-based community nursing and day services supported by the facilities of voluntary organisations has prevented a major crisis in the community. Local authorities will probably never be willing or able to fulfil their responsibilities. In this area the Avon County Social Services Committee reacted to the present financial crisis by closing its only hostel for adult psychiatric use and expended 0-7% of its 1979-80 budget on adult psychiatric services. Nor is there any local evidence to suggest that joint funding schemes will be of benefit to adult psychiatry.
The rate of fall in the five year and more category has slowed to 17 patients a year. This figure from 1960-75 was 25 patients a year. At the present rate of attrition, the present population in this category might disappear in 16 years. There is still a residue of patients in the two to five years group. Of the 25 men and 34 women in this category, eight men and 23 women suffered from senile or organic brain disease, leaving 17 men and 11 women who "accumulated" during the quinquennium-that is, three men and two women a year. Taken with the fall in numbers of recent admissions and the decline in the three months to two years category, it appears that the rate of accumulation is slowing down. Nevertheless, assuming a life expectancy of roughly 25 years in each case, there will be a continuing need for 125 beds for this category of patient.
Conclusion
The hospital population continues to decline but the "new chronics""'7 are still with us. Our state, social and cultural background, family supports, and coping abilities.8 ' The criteria for determining what a patient should be told, even after such a detailed assessment, are illdefined; and medical education provides little or no training to equip doctors to assess their patients in these respects."01' Little wonder, therefore, that in practice doctors tend to follow set routines in three broad categories: always avoid informing patients, always fully inform patients, or only inform those patients who specifically request information.
Each of these approaches is basically "doctor-centred." An alternative strategy is for doctors to inquire specifically what information patients want. In this way patients would be more actively concerned in the communication process. A second aim of our research was, therefore, to examine the practicality and value of adopting such a strategy as a means of determining the amount and type of information patients are given.
The final aim of the studies was to examine the effects of two techniques-explicit categorisation12 and providing patients with an audio-recording of the consultation13 14-both of which have been claimed to improve patients' recall of information.
Information desired by patients
The first study examined the nature and extent of the information patients wanted when recently diagnosed as having cancer. The sample consisted of 67 patients with cancers referred for treatment to the medical oncology clinic. During the study all new patients were contacted by a research assistant. Those who agreed to answer questions underwent a structured interview before their first appointment with the oncologist. Of the 67 patients, 56 were aware that they had been diagnosed as having cancer. Three of the remaining 11 reported being unaware of the nature of their illness, while the other eight described specific symptoms but did not appear to know the cause.
